ÖZET
Although endobronchial tuberculosis is a rare condition in adult population, it continuous to be a health problem because of having a high incidence of positive sputum samples and high probability of developing severe bronchostenosis during its course (1, 2) . It is often misdiagnosed as bronchial asthma and lung cancer (3) (4) (5) . Misdiagnose of the disease leads to increase public health concern. Endobronchial tuberculosis is usually thought to be associated with pulmonary tuberculosis (6) . However it could be occur in the absence of parenchymal infiltration as well (4) . Early diagnosis and early administration of antituberculosis chemotherapy before involvement of the deeper airways is important to prevent the development of bronchostenosis (7) . We report a patient with endobronchial tuberculosis who had no parenchymal infiltration and healed without bronchostenosis.
CASE REPORT
A 20-year-old woman presented with a two-month history of severe non-productive cough, shortness of breath and wheezing. She had noted difficulty in swallowing and described a small amount of fresh blood came after a strong and severe chough for once, one week before she referred to our clinic. She had no history of bronchial asthma, previous chronic disease and had never smoked. She did not complain of weight loss, fever and night sweats. She had given non-specific oral antibiotics and inhaler form of bronchodilators without any improvement. She reported deterioration in her symptoms during previous one month. On physical examination her vital signs were stable. There was no lymphadenopathy, enlargement of liver or spleen. Auscultation of the chest was normal. No rale, rhoncus and cardiac murmur was detected. Her erythrocyte sedimentation rate was 56 mm/hour. Serum hemoglobin level was 9.6 g/dL, total white blood cell count was 9.10 x 10 9 /L. Lymphocytes were 17.2%, platelets were 405 x 10 9 /L. Spirometric examination was normal. She could not obtain available sputum sample for the examination of acid-fast bacilli.
The chest radiograph showed a prominent left hilum with no infiltration on the lung parenchyma ( Figure 1) . The chest computed tomography demonstrated a polyploid figure in the left main bronchus and a figure of mass on the upper part of the left hilum ( Figure 2 ). After her clinical history and chest computed tomography scan were evaluated, we decided to carry out flexible bronchoscopic examination with the suspicious of malignancy and endobronchial tuberculosis. Flexible bronchoscopy showed bilateral multiple tumorous lesions that were seen from main carina down to the both main bronchus (Figure 3,4) . The mucosa was mildly hyperemic and minimal edematous. The mucosal punch biopsies were obtained from the endobronchial tumorous lesions. Histopathologic examination revealed granulomatous inflammation without caseification, but compatible with tuberculosis. Special stains showed no acid-fast bacilli and no malignant cells. On the basis of clinical, radiologic and histopathologic findings, anti-tuberculosis therapy initiated. The patient was treated with isoniazid, rifampicin, morphzinamid and ethambutol. Neither oral nor inhaler corticosteroid was given.
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Tüberküloz ve Toraks Dergisi 2011; 59(3): 266-270 The culture of bronchial lavage at four weeks was reported negative for tuberculosis. She reported resolution of her symptoms after one month of therapy. At the second month of the therapy, rebronchoscopy revealed almost disappearance of the tumorous lesions ( Figure   5,6 ). Therapy was prolonged for six months with isoniazid and rifampycin. The patient healed successfully without bronchostenosis. 
DISCUSSION
Endobronchial tuberculosis is known as a very infectious form of tuberculosis that remains a diagnostic challenge (8) . It is usually seen at the younger population, and female predominance (3). The pathogenesis of endobronchial tuberculosis is not yet fully established. However, proposed mechanisms include direct implantation of tubercle bacilli into the broncus from an adjacent pulmonary parenchymal lesion, direct airway infiltration from an adjacent tuberculous mediastinal lymph node, erosion and protrusion of an intrathoracic tuberculous lymph node into bronchus, hematogenous spread, and extension to the peribronchial region by lymphatic drainage (2, 3, 9) .
Clinical manifestations of endobronchial tuberculosis are non-specific and include chronic productive cough, barking cough, chest pain, haemoptysis, generalized weakness, dyspnoea and fever (10) . 10% to 20% of patients with endobronchial tuberculosis may have normal chest radiographs. Because of these reasons diagnose is often delayed and/or patients are misdiagnosed as bronchial asthma and malignancy (4). Delayed diagnose leads to delayed treatment which is associated with increased complication rate and public health concern (7). The most important goals of the treatment in endobronchial tuberculosis are the eradication of tubercle bacilli and prevention of bronchial stenosis (11) . Bronchial stricture could develop in 60-95% of cases (12, 13) . Computed tomography is very useful in evaluating endobronchial lesions such as obstruction and stenosis (14) . In our case, endobronchial tumorous lesions were detected by computed tomography. At this point it is important to take into consideration endobronchial tuberculosis in the differential diagnosis of endobronchial lesions. The bronchoscophic approach is mandatory to prompt diagnosis of endobronchial tuberculosis (15, 16) . Chung and Lee, described the bronchoscopic features of endobronchial tuberculosis and classified it into seven subtypes as; . Non-spesific bronchitic endobronchial tuberculosis. They also defined the therapeutic outcomes of these subtypes (2).
In our case, bilateral, multiple tumorous lesions were seen on bronchoscopic examination. The tumorous lesions were minimally obstructing the bronchus and seemed to not covered with caseous material as opposed to tumorous endobronchial tuberculosis. Only mild mucosal swelling and/or hyperemia were seen on bronchoscopy. Bronchoscopic and computed tomography images of the lesions were simulating malignancy. However tuberculosis was proven by bronchoscopic biopsy of these lesions. At the second month of the therapy, rebronchoscopy revealed the almost disappearance of the tumorous lesions. The prognosis was so excellent. Although mild mucosal swelling and/or hyperemia and good prognosis were compatible with non-spesific bronchitic endobronchial tuberculosis, we did not classified our patient into this type. Because in our case addition to mild mucosal swelling and/or hyperemia, there were multiple bilateral tumorous lesions on bronchoscophy. According to current classification of endobronchial tuberculosis, our case did not correspond clinically with any of seven types similar to Al-Maslamani's case, and our case did not show any bronchostenosis similar to Araz's study (17, 18) . Considering the recently reported cases it may suggest that future researches are required to create more comprehensive classification of endobronchial tuberculosis.
In conclusion, this case report is a reminder that endobronchial tuberculosis must take into consideration in differential diagnosis of endobronchial lesions. In patients with endobronchial tuberculosis healing without any complication could be achieved with timely diagnosis and commencement of early treatment.
